Editorials
The training of psychotherapists 1 Psychotherapy has been described as a treatment of unknown nature applied to conditions of uncertain origin with an unproven outcome, for which many years of rigorous training was required.
Although the distinct lines of division are now somewhat blurred, it is still useful to consider behavioural and dynamic therapies separately. The theoretical basis of behavioural therapies derives from academic psychology which has for long concentrated on learning, the processes whereby organisms besides humans acquire (and lose) patterns of behaviour. The emphasis is essentially on objective change and the mind or brain (strict behaviourists make little distinction) is treated as a black box, the workings of which are essentially unknowable by the techniques of psychology. A behaviour therapist is thus concerned with the relief of particular symptoms and the learning of new patterns of social behaviour. His methods may be subtle and ingenious but they can essentially be taught to anyone given the necessary intelligence and academic background. There are also treatment assistants or technicians who help to carry out some of the routines and repeated trials with patients.
The dynamic therapist on the other hand has a totally different theoretical base -in the group of theories mainly started by Freud but elaborated by many others, especially Jung. The emphasis is on interpersonal interactions, both in the cause and in the treatment of disorders which include not only behavioural disturbances but also subjective changes. Because of this emphasis the personality of the therapist plays a direct role in treatment, and much of the training involves changes in the trainee himself or herself.
In describing training for almost any skill one has to take into account: (a) Those chosen for training are, of course, selfselected in the first place since being a therapist requires much tact, patience and sympathy with people often in great distress. Yet although many feel called, few are chosen -or essentially select themselves by being able to stay the course. Unfortunately, the necessary personality qualities cannot be scaled or even assessed in any objective way, and the notorious unreliability of the interview, however well structured, is all we have to rely on. Trainees require some intelligence though a professional qualification or even a university degree is not a prerequisite, at any rate not for the more circumscribed techniques such as marriage guidance. Nevertheless, for most therapies some knowledge of the social sciences is necessary, and some practical experience of life. A medical training can be a tremendous help or a tremendous disadvantage -it does provide experience of life but in a limited way. One can, in fact, make out a case for the association of medicine and psychotherapy being simply the unfortunate result of Freud having been a medical doctor. Being a physician had the good effect in the beginning of protecting Freud from legal prosecution (he had plenty of obloquy and social ostracism) -a point not without its parallels in the practice of hypnosis.
The original model of dynamic psychotherapy was a very narrow one, which perhaps still seems the very essence of the treatment, namely the psychoanalytic technique of the client free-associating on a couch in the presence of a therapist who makes interpretations. The process lasts an hour and is repeated. several times a week for a number of years.
Such an experience is still regarded by the more traditional psychoanalysts as a necessary part of training, though the personal analysis is not, of course, of itself a training. (This requires in addition active participation in the treatment of others, under supervision -an apprenticeship as for any other skill.) However, it is now generally recognized that though some degree of increased personal awareness isessential, it is not appropriate or necessary for all trainees to undergo a full personal analysis. The change may have come about for two reasons. Firstly, group methods for training as well as therapy have become much more widely used. In such situations many trainees are able to benefit from watching changes in others as well as themselves, and so become aware of the transference and counter-transference, repression, projection, denial and the wholegamut of defences. A second and more recent technical change has been the use of audio-visual aids. It has always been a problem for a trainee to describe every detail of the transactions between him and the client, which must include non-verbal components of gesture and nuance. A videotape gives an immediate and exact recording which can be replayed any number of times with stops and starts as needed to discuss what is going on. Moreover, others can see the session and join in the discussion.
The range and nature of the clinical experience a trainee should have must obviously depend on what sort of therapist he is training to be. It may be divided (1) by nature of the condition, for example, marriage guidance or psychosexual difficulties; (2) by age range -child psychotherapists are a quite distinct group; or (3) by a preference for group or individual therapy. In the past many would have regarded the major differences as being in the theoretical orientation; there were Freudians, Jungians, Adlerians, and a host of the groups of disciples of particular charismatic figures. But what the sociologist, Max Weber, described in a celebrated phrase as the 'routinization of the charisma' has resulted in the older differences being less important, while a more scientificallybased comprehensive theory behind all dynamic therapies is slowly being elaborated. At the same time in recent years many new therapies have been developed -encounter groups, gestalt therapy, bioenergetics, for example. One view of some of these is best represented by a famous philosopher's review of a book which, she said, contained much that is good and new, but unfortunately what is good is not new and what IS new is not good.
Encounter groups in particular have enlarged the amount and nature of bodily contacts permissible, or at any rate tolerated, between clients and therapists outside the medical setting or in other ritual situations, such as the laying on of hands. Recent techniques used in the management of psychosexual disorders also involve manipulation of the body. There is an interesting parallelism with the greater sexual freedom of our society, although one hesitates to say which is cause and which effect. These techniques illustrate that the usual distinction mentioned earlier between dynamic and behaviour therapy cannot any longer be clearly maintained.
Behavioural techniques depend on orthodox psychological theories of learning and the developers of these techniques have been trained in psychology, though some are medically and psychiatrically qualified as well. A therapeutic programme of, for example, desensitization to anxietyprovoking stimulus, may require a number of routine trials carried out in the presence of a therapist. Such a person need not necessarily be able to plan the whole treatment or' be conversant with its theoretical background; his or her roles are more auxiliary and can be carried out, for example, by specially trained nurses.
The techniques and the conditions for which they are used are more discrete than in dynamic therapies; for example, desensitization, flooding, habit training, social skills training. Training in these skills can likewise be planned and taught in clear-cut programmes. The personality requirements are perhaps less circumscribed than for dynamic therapy beyond a degree of intelligence and willingness to learn. However, teachers of behaviour therapy who, of course, are primarily psychologists, are becoming increasingly aware of the importance of the therapist/client relationship, not only in materially contributing to the success of the treatment but also because the therapists themselves inevitably get involved in what is called 'counter-transference' in dynamic circles. Some therapists get afraid of wielding such power over their clients in the close ordering of their lives; others, more worryingly, may more or less unconsciously get a power complex and become quite tyrannical or suddenly be overwhelmed by guilt and remorse at their sadistic impulses.
One of the most controversial areas is the assessment of skill in dynamic therapies, as there are no reliable formal methods of assessing competence in the interpersonal interactions. Inevitably, the judgments of teachers and supervisors form the main evidence as they have actually watched the trainee working in many treatment sessions. The opinions of more than one supervisor must be received; otherwise there could be charges of bias either for or against the trainee. Written case histories and some tests of background academic knowledge are additional evidence. Competence in behavioural techniques is easier to assess, but if the skills needed include evaluation of patients' suitability for therapy of one sort or another, then the problem is as difficult as in the case of dynamic therapies.
There is now an enormous literature on the efficacy of such methods of psychotherapy, which is perhaps evidence of the difficulty of assessment and the uncertainty of the outcome. Recently I was Chairman of a small MRC working party trying to encourage further work on validation, but little progress was made. It was clear that one cannot assess the efficacyof psychoanalysis or any other global psychotherapy involving no special goal but simply it better integration of the personality or life enhancement, or other vague aim. On the other hand, it is possible to evaluate a clear-cut goal like relief of a phobia, or a specific psychosomatic symptom that may respond to a relatively short-term definitive therapy. Hence the shorter-term behaviour therapies have been more systematically evaluated than dynamic treatments, though even here much still remains to be learned, especially of the long-term effects. One possible variable not often recognized is the halo effect of a new treatment and the enthusiasm of those administering it. A therapeutic nihilist stated long ago: 'Always use a new drug while it is still working'. To this may be added: 'Always use a new therapist while he is still working' -before his own disillusionment from the inevitable failures, or boredom from repetitious work, begins to be communicated to his clients.
Hypnosis occupies a peculiar place in the gamut of psychological techniques used to alter behaviour and personality, and does not fit in to the dynamic/behavioural division. In broad generalization, one can say that psychological treatments concentrate on different aspects of personality that correspond to the classical dividing lines of emotions, will and intellect. Dynamic therapies are concerned with the emotions, feelings or affect. These are seen as the primary motivators of behaviour which have somehow to be changed. They often refer back to early and primitive life experiences, though their influence on here-andnow interpersonal interactions are their chief manifestation. Behaviour therapies, in contrast, concentrate on cognition, that is learning and understanding, which are intellectual functions relatively unconnected (in theory, at any rate) with emotions. The treatments are conceptualized in terms of stimulus and response and try to manipulate perception and motor activity in what may appear to be mechanistic terms more applicable to animals than humans.
The fundamental concern of hypnosis, in contrast to these two, is in consciousness -an aspect of mental functioning real enough to us all, but curiously neglected by both dynamic and behavioural therapists. Hypnosis paradoxically sets out to alleviate symptoms or painful conditions by the deliberate induction of a state of altered or divided consciousness closely akin to a psychological disorder -hysterical dissociation -not regarded as 'normal'. The means whereby this is achieved indubitably depends on a dynamic therapist/client relationship of a particularly intense kind. This cannot be developed in everybody nor by any therapist, however well-versed in dynamic (and behavioural) techniques. Yet this intense relationship isoften rightly closelylimited to the immediate therapeutic need, as is seen best in dental hypnosis. Neither the patient's past nor his here-and-now relationship need be involved (indeed they ought not to be in the narrow use of hypnosis for the relief of short-term pain and anxiety). Furthermore, though the technique depends on dynamic relationships, it can be learned by practitioners of widely different backgrounds and but little knowledge of general psychology. It is also used for the specific relief of symptoms, pain and stress, in discrete ways reminiscent of the use of behavioural, not dynamic, techniques. In fact, psychiatrists have been more reluctant to use it than practitioners of most other branches of medicine.
Perhaps the most important point to be made about hypnosis, therefore, is that it is a technique influencing a psychological function -consciousness -which, though very immediate in our experience, may not, when altered, have such a lasting and fundamental effect on personality and behaviour as do changes in learning and the emotions. Hypnosis is an auxiliary technique which can only function properly within the setting of another discipline -medicine, dentistry or psychiatry. To attribute to it any other role comes near to charlatanism.
What are the implications, therefore, for trainees in the proper practice of hypnosis? These should be considered under the same headings of selection, training and assessment described earlier for psychotherapy. Clarification of the details under those headings could become a matter of considerable importance in the near future as the status of hypnosis may have to be considered when legislation on the formal registration of psychotherapists is being discussed. As the term 'psychotherapist' covers a multitude of different techniques of varying degrees of difficulty and length of acquisition, it seems likely that certain courses will be recognized as providing adequate training for specific types of psychotherapy. This very diversity will probably clear the way for training for the specific uses of hypnosis to be recognized formally should separate recognition be required.
Hypnosis has always had a somewhat fringe place in medicine and society generally, with waxing and waning popularity. It may be that it is coming back now on the crest of the wave of a more general interest in altered states of consciousness, such as Yoga, autogenic training, so-called psychedelic drugs, and even acupuncture. Many of these are self-directed activities, not part of a client/therapist relationship, but nevertheless aimed at 'some improvement in personality or behaviour, however vaguely conceptualized. In this climate of opinion hypnosis may well be more generally acceptable, and yet at the same time it will have to be more professionally defined. DAPond
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